Acute intestinal ischaemia revealing a metastatic ileal endocrine tumour  by Mbengue, A. et al.
Diagnostic and Interventional Imaging (2014) 95, 1109—1110a
m
t
4
i
a
t
D
N
n
d
o
r
a
s
i
[
o
v
a
d
a
b
iLETTER / Gastrointestinal imaging
Acute intestinal ischaemia
revealing a metastatic ileal
endocrine tumour
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Case  report
A  68-year-old  male  was  seen  for  a  four-day  history  of  acute
abdominal  pain  associated  with  vomiting  and  no  emission
of  stools  or  gas.  The  clinical  examination  found  tympan-
ites  and  diffuse  rigidity,  which  was  more  marked  in  the
right  iliac  fossa.  His  temperature  was  normal.  Laboratory
studies  found  moderately  increased  neutrophil  levels  and
raised  CRP.  The  abdominal  CT  scan  showed  ischaemic  ileal
loops  with  narrowed,  non-enhancing  walls  and  gas  out-
side  the  gastrointestinal  system,  pointing  to  a  perforation.
These  ischaemic  intestinal  loops  were  arranged  in  a  stel-
late  pattern  around  a  spiculated  mesenteric  mass  containing
calciﬁcations,  suggestive  of  retractile  mesenteritis  from  a
neuroendocrine  tumour  of  the  ileum  (Fig.  1).  Mesenteric
lymphadenopathy  and  hypervascular  hepatic  nodules  that
appeared  to  be  secondary  were  also  seen.  MIP  reconstruct-
ions  showed  stenoses  with  a  ‘‘string  of  beads’’  appearance
at  the  distal  branches  of  the  superior  mesenteric  artery
(Fig.  2).  The  diagnosis  of  mesenteric  ischaemia  complicat-
ing  a  neuroendocrine  tumour  of  the  ileum  was  made.  No
mass  was  visible  in  the  wall  of  the  ileum.  The  patient  under-
went  laparotomy  during  which  120  cm  of  necrotic  ileal  loops
Figure 1. Coronal (a) and axial cross-sections (b, c) in the portal pha
ischaemic ileal loops with non-enhancing, narrowed walls arranged in a s
the gastrointestinal system (arrow) (c).
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http://dx.doi.org/10.1016/j.diii.2014.01.008nd  a  mesenteric  mass  were  removed  with  retraction  of  the
esentery.  A  total  resection  of  the  mesenteric  mass  and
he  necrotic  small  intestine  was  achieved;  the  patient  died
8  hours  after  the  surgical  intervention.  Pathological  exam-
nation  conﬁrmed  the  diagnosis  of  a  neuroendocrine  tumour
nd  found  a small  nodule  in  the  wall  of  the  necrotic  ileum
hat  was  deemed  to  be  the  primary  tumour.
iscussion
euroendocrine  tumours  of  the  ileum  usually  present  with
onspeciﬁc  symptoms  and  more  rarely  with  carcinoid  syn-
rome.  The  mesenteric  infarct  was  a  very  unusual  means
f  diagnosing  the  neuroendocrine  tumour/is  not  generally
evelatory  of  endocrine  tumours.
Macroscopically,  the  tumour  develops  in  the  deep  mucosa
nd  expands  slowly  towards  the  subserosa  subsequently
preading  to  the  interior  of  the  mesentery,  leading  to  an
ntense  ﬁbrotic  response  known  as  desmoplastic  reaction
1,2].  Local  secretion  of  serotonin  triggers  elastic  sclerosis
f  the  tunica  media  and  adventitia  of  the  mesenteric  blood
essels  causing  acute  or  subacute  ischaemic  lesions  of  the
djacent  intestinal  walls  [3—5]. Spread  to  the  mesentery
evelops  in  around  40—80%  of  ileal  neuroendocrine  tumours
nd  it  is  almost  always  secondary  to  a  tumour  located
eyond  the  ligament  of  Treitz  [6].  The  imaging  features  of
leal  carcinoid  tumours  depend  on  the  size  of  the  tumourse: calciﬁed mesenteric mass, with retraction (curved arrow) and
tellate pattern (straight arrows). Note the presence of gas outside
nd  above  all,  whether  the  mesentery  is  involved.  Mesen-
eric  involvement  presents  as  a  retractile  mesenteric  mass
ith  spiculated  borders,  sometimes  containing  small  nodu-
ar  calciﬁcations.  This  is  associated  with  retractile  strands
. Published by Elsevier Masson SAS. All rights reserved.
1110  Letter
F tenos
h
o
a
s
d
M
a
i
a
w
s
l
t
a
t
t
a
m
c
D
T
c
R
[
[
[
[
[
[
[
Dakar, Senegaligure 2. Coronal (a) and axial (b) MIP reconstructions: beaded s
ead) surrounded by the mesenteric mass.
f  mesentery  representing  a  linear  pattern  of  tumour  spread
nd  stromal  reaction.  The  adjacent  vessels  present  ecta-
ia  and  stenosis,  producing  the  string  of  beads  appearance
escribed  above  on  angiography  [4,5],  also  clearly  visible  on
IP  reconstructions.  This  vascular  involvement  leads  to  sub-
cute  ischaemia  in  the  form  of  thickening  of  the  walls  of  the
ntestinal  loops.  More  rarely  it  causes  acute  ischaemia  that
ppears  initially  with  narrowed  and  non-enhancing  intestinal
alls  combined  with  mesenteric  invasion  and  pneumato-
is  intestinalis  [5].  Multiplanar  reconstructions  allow  these
esions  to  be  easily  assessed  and  demonstrate  more  clearly
he  arch-shaped  pattern  formed  by  the  intestinal  loops
round  the  mesenteric  nodules.  Lymphadenopathy  around
he  mass  is  common.  It  is  rare  that  the  carcinoid  nodule  in
he  ileal  wall  is  actually  visualised;  spiral  enteroscopy  offers
 markedly  improved  performance  from  CT  [3,4,7].  Hepatic
etastases  when  present  are  usually  hypervascular  but  they
an  less  commonly  be  cystic  [3,7].
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